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Purpose: The aim was to identify the differences in experiences of Danish healthcare 
leaders in the beginnning of the coronavirus (COVID-19) pandemic and to generate knowl-
edge for future leadership during and post crises.
Background: The global spread of COVID-19 has affected healthcare systems worldwide 
and has forced healthcare leaders to face challenges few were prepared for. It is expected that 
the pandemic may hit in several waves within the next year and therefore healthcare leaders 
must be prepared for these waves.
Methods: An online survey was developed, and comparative analyses were performed.
Results: One hundred and sixty hospital leaders were invited, and 72% completed the 
questionnaire. Significant differences were found within three selected characteristics: 1) 
Management level: significantly more heads of departments experienced taking complex 
decisions (P=0.05), being able to work in a way consistent with their beliefs and values 
(P=0.05), and they were less likely to experience that collaboration with other leaders was 
adversely affected by the COVID-19 situation compared to ward managers (P=0.04). On the 
other hand, ward managers were significantly more often worried about both their own health 
(P=0.01) and their family’s health (P=0.04). 2) Management education: those with a formal 
management education more often experienced having the managerial competences to 
effectively manage the COVID-19 situation (P=0.00), and performing meaningful tasks 
during the situation (P=0.04). 3) Years of experience: significantly more leaders with more 
than five years of experience identified having the managerial competences to effectively 
manage the situation (P=0.01).
Conclusion: Leadership support during a healthcare crisis like the COVID-19 pandemic 
should strategically focus on ward managers, leaders with no formal management education 
and leaders with less than two years of experience. Hospital leaders may use this knowledge 
to re-contextualize what is already known about targeted leadership support during health-
care crises and to act accordingly.
Keywords: assessment, clinical leadership, management, communication
Plain Language Summary
Immediately after the first COVID-19 case was confirmed in Denmark, this study was 
initiated in order to document and learn from the hospital leaders experiences. 160 clinical 
and paraclinical healthcare leaders with staff responsibility were invited to participate in a 
survey and of those, 72% completed the questionnaire. The questionnaire consisted of 27 
items that focused on four overall themes – concerns (including values and beliefs), 
coordination and decision-making, collaboration (internal and external) and communication. 
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The results demonstrate that despite it being known for some 
time that the pandemic was on its way, it was difficult for the 
frontline leaders to be fully prepared for the situation and act 
according to their values and beliefs about leadership. 
Particularly, leaders with less than two years of experience, 
with no formal leadership education and ward-managers were 
challenged. Our findings suggest the need for targeted leadership 
support of leaders with less education and experience and ward 
managers to enhance their capacity to manage effectively in 
times of crisis.
Introduction
Healthcare systems worldwide are currently facing major 
challenges due to the global spread of coronavirus 
(COVID-19). It is expected that the pandemic may hit in 
several waves in the coming year and healthcare systems 
have to be prepared for these waves.1
On February 27, 2020, the first COVID-19 case was 
confirmed at a regional acute University hospital in 
Denmark. This resulted in an immediate organizational 
response coordinated according to the national and WHO 
4-phase pandemics strategy.2 This included an emergency 
leadership committee that was in full charge of coordina-
tion and modification of the infrastructure at the hospital 
on a daily basis. Two COVID-19 units and a test center 
were established, resulting in re-organizing and moving 
units and staff, as well as recruiting and training staff in 
intensive care. Frontline leaders across the hospital had to 
face major challenges in order to postpone all non-acute 
operations, secure patients the best possible care and treat-
ment, and to ensure a safe environment because a focus on 
employees during a pandemic is crucial.3
Healthcare leaders are familiar with continuous 
change and developments, but the COVID-19 situation 
has forced leaders to face challenges many have never 
experienced before.4–6 There is still a lack of leader-
ship literature regarding healthcare leaders experiences 
in the present situation, but learning from the SARS 
pandemic highlights that when no standard procedures 
exists, effective leadership is key to successful crisis 
management and vital for staff commitment to their 
professional responsibilities.7–9 This includes, but is 
not limited to, effective communication, coordination 
and decision-making, collaboration, and collective 
behavior.10,11 Leadership under such circumstances is 
difficult and may lead to feelings of role overload, 
conflict or ambiguity if the leader’s values and beliefs 
are compromised.12 However, leaders may also gain 
unintended positive experiences and acquire leadership 
competencies that could not have been gained else-
where, for instance those regarding virtual 
leadership.12,13
Purpose
This study aims to identify the differences in experiences 
of leaders in the beginning of the coronavirus (COVID-19) 
pandemic and to generate knowledge for future leadership 
during and post crises.
Methods
Design
The study was a cross-sectional descriptive study using 
questionnaires.14 It was based on the principles of applied 
research.15 An on-line survey was developed for this 
study, as no validated questionnaire appropriate for our 
purposes was available. An EQUATOR-checklist for 
cross-sectional studies (STROBE checklist) was applied 
(Appendix 1).16
Sample and Setting
The setting was the regional acute University hospital in 
Denmark where the first COVID-19 case was confirmed. 
The hospital has 18 clinical and six paraclinical depart-
ments with a total of 738 beds. The hospital covers depart-
ments across four different settings in four different cities.
All clinical and paraclinical leaders with staff respon-
sibility, in total 160, were invited to complete the survey, 
including physiotherapists, doctors, nurses, biomedical 
laboratory technicians, medical secretaries, radiographers, 
midwives and dentists. Leaders were defined as employees 
from clinical and paraclinical departments having staff 
responsibility.
Paraclinical departments are those that provide 
a service for patients without direct involvement in care. 
Even though these leaders did not have direct responsibil-
ity for patient care, they were included in the study 
because they represented an important part of the totality 
of the COVID-19 organization, including clinical lab tasks 
and coordination.
Development of the Survey
Initially, national leading management researchers were 
contacted for advice regarding a useful and validated tool 
to examine leaders’ experiences during the COVID-19 
situation, but no tool was recommended. Rather, 
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a number of papers were suggested as sources of 
knowledge.17–20 Reading these papers lead to further 
searches for literature including the terms disaster manage-
ment and healthcare crisis leadership.10,21–23 In addition, 
a Google-scholar alert “COVID-19 leaders experiences, 
hospital care” was set up on April 28 2020, securing 
daily notifications presenting new studies, but none was 
found that focused on COVID-19 leaders’ experiences in 
hospitals at the time of completing the development of the 
survey. Thus, an expert committee consisting of two nur-
sing professors, a clinical nurse research leader, a postdoc 
nurse, and a PhD nurse specialist developed the question-
naire, consisting of twenty-seven questions.
Firstly, the dimensionality of the construct was identi-
fied as equal for all answers and an on-line questionnaire 
was chosen, according to the situation where social dis-
tance was recommended.24 Items were developed to be 
simple, short, and written in a language familiar to the 
respondents. In the process, the questionnaire was reduced 
to the final 27 items that were found adequate to represent 
the construct.24 The items focused on four overall themes – 
concerns (including values and beliefs), coordination and 
decision-making, collaboration (internal and external) and 
communication.10,17–23 Subsequently, an expert panel con-
sisting of two nurse leaders and a medical doctor assessed 
the content validity and evaluated the clarity of the ques-
tions, including identification of any gaps and that the 
questions addressed the four themes.24
Face validity of the questionnaire was achieved by 
pilot-testing the survey with a group of four healthcare 
leaders and subsequently the wording of four questions 
were adjusted. The survey was developed in Danish and 
then translated for academic purposes by a native English- 
speaking senior researcher.
Both the expert panel and the pilot-group were chosen 
from within the hospital in which the main study took 
place, as knowledge of the setting was found to have 
significant importance when evaluating the usefulness 
and relevance of the developed questions.
Initial validation, test–retest reliability and internal 
consistency were not performed due to the necessity to 
capture the here and now experience in a time frame of 
two weeks.24
Survey Structure
The survey consisted of questions about the participants’ 
professional background, management level, years of 
experience as a leader, leadership education and whether 
the participant had management responsibility for staff.
Subsequently, 27 questions focused on the leaders own 
experiences in the beginning of the COVID-19-situation. 
Responses were placed on a five-point Likert-scale 
(Always, Often, Sometimes, Seldom, Never/Almost never). 
In addition, the participants had the opportunity to expand on 
their responses in a column for open-ended answers for every 
5th question. Finally, the participants were asked to evaluate 
whether the management of COVID-19 had helped to 
develop them as leaders.
Data Collection
Participants were leaders employed at the hospital and 
recruited through data supplied by the Human Resources 
Department who identified the population by focusing on 
job title and responsibility.
The survey was distributed via an online program, 
SurveyXact, a secure data management application, with 
a specific hyperlink.25 The survey was distributed on 
April 24th 2020, six weeks after the first national lockdown, 
and reminders were sent at weekly follow-ups, with the 
survey being closed three weeks after it was first distributed. 
Completing the questionnaire was voluntary.
Data Analysis
Participants’ characteristics are presented as numbers and 
means. Differences in relation to participants management 
level, management education and years of experience as lea-
ders (<2y/>5 Y) were assessed using Mann Whitney U-test as 
all data were non-normal distributed. Data were investigated 
for normal distribution using the Shapiro–Wilk test.26
When comparing years of experience as a leader represent-
ing more than two groups, one-way non-parametric ANOVA 
(Kruskal–Wallis H-test) including Bonferroni corrections was 
used, as it is appropriate when analysing ordinal variables, 
including Likert-scales.26 As these analyses revealed no dif-
ferences between the three groups, we compared the leaders 
with the least experience (0–2 years) to those with the most 
experience (>5 years), using Mann Whitney U-test.
A P-value < 0.05 was considered significant for all 
analyses. The outcomes from the comparative analyses 
will be presented as a P-value and a mean rank. Mean 
rank is the sum of ranks divided by numbers of partici-
pants in the group (n). The group with the lowest mean 
rank is the group with the greatest number of lower scores. 
Similarly, the group with the highest mean rank have 
a greater number of high scores.
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The survey data were analyzed with descriptive statis-
tics using IBM SPSS version 23.0 (IBM Corp., Armonk, 
NY, USA). Only fully completed questionnaires were 
included in the analyses.
Grouping of Data
Several analysis were performed and results were reviewed 
for relevancy to the purpose of this study. Groupings, which 
showed significant differences in experiences of the partici-
pants were selected and results analysed and discussed. The 
three relevant groupings were:
● Management level: Head of department or ward 
manager.
● Formal management education: Yes or no.
● Years of experience as leader: Less than two years vs 
more than five years.
Results
Sample Characteristics
One hundred and sixty leaders from 18 clinical and six 
paraclinical departments were invited to complete the 
questionnaire. Forty-one did not open the survey, one 
opened, but did not approve content, one did not have 
staff responsibility, and one did not complete the question-
naire. Eventually 115 (72%) leaders completed the survey 
and 45 were dropouts (28%). As only one questionnaire 
was not fully completed this was excluded from analyses.
Table 1 shows demographic data for those who com-
pleted the survey and the 45 dropouts. Where data were 
available, the two groups were compared and no signifi-
cant differences were found.
Comparative Analyses
Results are presented in sections of the selected character-
istics: management level, management education, and 
years of experience as a leader. Responses to the 27 ques-
tions are divided into the four key themes concern, coor-
dination and decision-making, collaboration and 
communication. This section both summarizes the results 
with significant differences, and cases representing sub-
stantial difference and thus worth discussing. All results of 
the comparative analyses can be seen in Table 2.
In addition to the above-mentioned analyses, several 
other group analyses were performed, but the results were 
not associated with the purpose of this study. The follow-
ing analyses were excluded from presentation:
● Clinical vs paraclinical positions (paraclinical positions 
provide a service for patients without direct involvement 
in care): All significant differences found between these 
groups were related to whether the group had direct 
patient contact or not. Eg staff with paraclinical positions 
experienced rarely or never to be able to answer ques-
tions from patients and staff with clinical positions more 
often experienced to be concerned about quality of treat-
ment and care for the patients.
● Professions (nurses, doctors, physiotherapists, mid-
wives, medical secretaries, radiographers, biomedical 
laboratory technicians and dentist): Results in ana-
lyses comparing these groups tended same results as 
clinical vs paraclinical positions. Results were 
affected by whether the profession group had clinical 
or paraclinical positions, which was related to 
whether the group had direct patient contact or not.
● Years of duty as a leader: When comparing the three 
groups, 0–2 y, 3–5 y and > 5y, no significant differences 
where found between the group 3–5 y and the remaining 
two groups. Therefore, 0–2 y and > 5y where compared 
singularly. These are the results presented in Table 2.
Management Level
Within the key theme concerns, heads of departments more 
often experienced being able to work in a way consistent with 
their beliefs and values (P=0.05). On the other hand, com-
pared with heads of departments, ward managers were sig-
nificantly more often worried about both their own health 
(P=0.01) and their family’s health (P=0.04).
Within the key theme coordination and decision-making, 
significantly more heads of departments experienced taking 
complex decisions compared to ward managers (P=0.05).
Concerning the key theme collaboration, leaders who 
were head of department were less likely to experience that 
collaboration with other leaders in their own department was 
adversely affected by the COVID-19 situation (P=0.04).
No significant differences were found in the key theme 
communication. However, it seems that the heads of 
departments were more often prepared for the next phase 
and able to clearly communicate. They felt more prepared 
for answering staff and patients’ questions.
Management Education
It was found that significantly more leaders with a formal 
management education experienced performing meaningful 
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tasks during the COVID-19 situation (P=0.04) within the key 
theme concerns.
In coordination and decision-making, those with 
a management education more often experienced having 
the managerial competences they needed to effectively 
manage the COVID-19 situation (P=0.00).
No significant differences were found for this character-
istic in the key themes communication and collaboration.
Years of Experience as a Leader
Significantly more leaders with more than five years of 
experience indicated having the managerial competences 
to effectively manage the situation (P=0.01) within the 
theme coordination and decision-making compared to the 
group having 0–2 years of experience.
Open-Ended Answers
The participants had the opportunity to expand on their 
responses in a column for open-ended answers for every 
fifth question. In all, 294 open-ended responses were given 
from all professions together. In Table 3, examples of 
these responses are presented according to the key themes. 
A forthcoming publication will present an in-depth the-
matic analysis of these responses.
Table 1 Demographic Data for Leaders Who Were Invited to Participate in the Survey (n= 160)
Completed (n=115) Non-Completed (n=45) Difference Between Completed and 
Non-Completed




Age (years) 52 (33–66) 54 (39–65) 0.35
Profession 0.60
Nurses 56 (49) 4 (9)
Doctors 22 (19) 21 (47)
Physiotherapists 4 (3) 1 (2)
Midwife 1 (1) 1 (2)
Medical secretaries 15 (13) 5 (11)
Radiographers 2 (2) 1 (2)
Biomedical laboratory 
technicians
15 (13) 11 (24)
Dentist 0 (0) 1 (2)
Type of department 0.17
Clinical 91 (79) 31 (69)
Paraclinical 24 (21) 14 (31)
Management level 0.13
Head of department 40 (35) 10 (22)




Yes 72 (63) –
No 43 (37) –
Years of experience as 
a leaderb
–
<2 years 22 (19) –
3–5 years 17 (15) –
>5 years 75 (66) –
Notes: aP-values are considered significant when ≤ 0.05. bInformation based on participants’ information.
Journal of Healthcare Leadership 2021:13                                                                                 submit your manuscript | www.dovepress.com                                                                                                                                                                                                                       
DovePress                                                                                                                          
11

































































Powered by TCPDF (www.tcpdf.org)




















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































submit your manuscript | www.dovepress.com                                                                                                                                                                                                                    
DovePress                                                                                                                                                
Journal of Healthcare Leadership 2021:13 12

































































Powered by TCPDF (www.tcpdf.org)




















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Journal of Healthcare Leadership 2021:13                                                                                 submit your manuscript | www.dovepress.com                                                                                                                                                                                                                       
DovePress                                                                                                                          
13

































































Powered by TCPDF (www.tcpdf.org)
                               1 / 1
Table 3 Examples of the Open Answers from the Leaders, Related to the Four Key Themes
Concerns Coordination and Decision- 
making
Collaboration Communication
“There has been no doubt that 
the pictures we have seen from 
Italy/Spain/France have made an 
impression, and everyone has 
worked to ensure that this will 
not happen in Denmark.”
“With reference to COVID-19, 
employees have been reassigned 
both from my unit and to my unit. 
Difficult to decide who is 
responsible for both groups. 
Difficult that things could not be 
announced, applying a longer 
period, so I had to solve manning 
and shifts on a weekly basis.”
“Too hasty decisions were made 
too quickly - and then changed. If 
the ward-managers had been 
involved in the decision-making 
processes, much could have been 
done better and created less 
confusion.”
“Of course, there has been some 
uncertainty during this period, but 
I think I have been able to 
communicate clearly and 
precisely. It has required a lot of 
metacommunication: e.g. what 
I could not talk about, when 
further changes would happen, 
etc.”
(Nurse, Ward manager, > 5 y, + 
management education)
(Nurse, Ward manager, 0–2 y, + 
management education)
(Biomedical laboratory 
technicians, ward manager, > 5 y, 
+ management education)
(Physiotherapist, ward manager, 
0–2 y, no management education)
“I was worried about whether the 
staff could mentally cope with the 
situation. During the first weeks, 
I/we spent a lot of time talking to 
the individual staff about their 
concerns. We gave it space and 
welcomed all feelings.”
“Some tasks have been solved ‘as 
they were given’ and have been 
given at ‘too short notice’. As in 
the situation, where you are called 
up at 1 pm and told, that at 2 pm 
we had to be ready to graft in 
a tent, or the like. Or ‘get enough 
employees to staff x number of 
isolation rooms’.”
“I have been a lonely leader in this 
situation. I have not been drawn 
into the processes or informed so 
that I could be able to react 
appropriately and be able to work 
at the forefront in relation to my 
own professional group.”
“Just to communicate the many 
guidelines that have been issued, 
as well as try to explain why what 
was good practice yesterday is not 
good practice today, etc.”
(Biomedical laboratory 
technicians, ward manager, 0–2 y, 
no management education)
(Nurse, Ward manager, > 5 y, + 
management education)
(Medical secretary, ward manager, 
5 y, no management education)
(Nurse, Ward manager, > 5 y, + 
management education)
“In general, my management tasks 
and responsibilities have not 
changed. However, the number of 
daily emails from different 
channels with varying content and 
guidelines, made it difficult to 
pinpoint direction quite accurately 
and clearly. However, by saying 
that it was the knowledge I had 
right now, and that it could 
change, I think I held on to my 
values as a good leader.”
“At the beginning, I had influence 
on a number of decisions, as we 
had COVID patients. However, as 
time went on and it became 
a regional/national/political game, 
my influence diminished.”
“I think the situation has led to 
a closer collaboration with many 
of my head of department 
colleagues. We have helped each 
other and had an excellent level of 
information and communication. 
There have been a few colleagues 
who have surprised and the 
collaboration has become more 
difficult. Mostly because they have 
withdrawn from the 
collaboration.”
It was difficult to communicate 
clearly to the staff, as the 
decisions they requested were 
not decisions I was involved in and 
they were a long time in the 
coming.”
(Nurse, Head of department, > 5 
y, no management education)
(Nurse, ward manager, 0–2 y, no 
management education)
(Nurse, Head of department, > 5 
y, + management education)
(Nurse, ward manager, 0–2 y, no 
management education)
“The group of doctors has been 
a challenge both internally and for 
the entire staff. Worries and 
insecurity concerning their own 
health and family was very 
important. Strangely, they 
expressed no worries about 
patients being infected by coming 
to us.”
“We are an extremely flexible and 
adaptable organization. Everyone 
has in a short time been willing to 
change and it has happened with 
great haste.”
“I have learned that ambiguity 
about protective equipment and 
security is poison to the 
cooperation in a department.”
“The basis for clear and distinct 
communication is not present 
when the course fluctuates 
from day to day.”
(Doctor, Head of department, > 5 
y, no management education)
(Doctor, Head of department, 0–2 
y, + management education)
(Doctor, Head of department, 3–5 
y, no management education)
(Doctor, Head of department, 0–2 
y, no management education)
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Discussion
In management level, head of department and ward man-
ager, significant differences were found in five questions. 
Between the leaders with or without management educa-
tion, significant differences were found in two questions. 
Concerning years of experience, significant difference 
were found between the group with less than two years 
of experience and the group with more than five years of 
experience, in one question.
The results of the leader survey are discussed focusing 
on the characteristics of management level, formal leader 
education and years of experience as leader.
Management Level
Regarding coordination and decision-making, the heads of 
departments significantly more often replied that they 
made complex decisions, compared to the ward managers. 
The data also indicate that they more often experienced 
having influence on decisions during the COVID-19 situa-
tion. Further, more heads of departments reported that they 
had the resources they needed to effectively care for 
patients and staff, that they had the competences needed 
in the situation and that they felt prepared for a similar 
situation in the future, compared with ward managers. 
These results raise concerns about the nature of the ward 
managers’ work in a role that is seen to be squeezed 
between frontline staff, patients and strategic leaders.27 It 
is a position that demands confidence and self-efficacy and 
if this is not in place, it may impact on patient care as well 
as the wellbeing of staff and the leaders themselves.28,29 
The challenging role of ward managers has been exten-
sively studied in nursing and this evidence with a focus on 
“clinical leadership” highlights the daily dilemmas that 
ward managers face in balancing operational effectiveness 
with strategic demands.30 The fact that these two agendas 
are not always compatible is brought into sharp focus at 
the time of crisis such as a pandemic, and it raises critical 
questions to be addressed in future work to clarify the 
roles of ward managers, identification of an essential sup-
portive infrastructure and the need for appropriate and 
relevant leadership education.
In the context of collaboration, the ward managers 
significantly more often replied that collaboration with 
leaders in their own departments was adversely affected 
by the COVID-19 situation compared with the head of 
department leaders, who on the other hand did not feel 
well informed by their nearest leaders (the hospital 
management). In a study of Taiwanese nurse leaders dur-
ing the SARS epidemic, significant support from other 
leaders was found to be an important factor in ensuring 
quality of care.7 Therefore, our study indicates that inter-
personal actions among ward managers and their nearest 
leaders, and among the heads of departments and hospital 
leaders were experienced as less supportive and 
compassionate.31 This is a worrying finding and it further 
highlights the need for consistency in leadership behaviors 
and practices at all levels. In that context, the importance 
of “shared values” among leaders at all levels of an orga-
nization has been previously highlighted.32,33 The exis-
tence of such shared values provides a benchmark for 
leadership practices across an organization and at all 
levels.
No significant differences were found relating to man-
agement level and communication. However, the data 
indicate that the heads of departments felt better prepared 
for the next phase, felt more able to communicate clearly 
and more able to answer staff and patients questions more 
often than the ward managers. This may indicate that 
leaders closer to the top management were better informed 
and prepared for their role, than the ward managers who 
were closer to the patients and staff in the everyday front-
line. As effective health communication has been 
described as a key factor in fighting the COVID-19 pan-
demic, securing access by the ward managers to the infor-
mation they need, must be a priority when preparing for 
a similar situation in the future.10,34
Formal Leader Education
In the key theme concerns, significantly more leaders with 
a formal leader education experienced that their tasks 
during the COVID-19 situation were meaningful, com-
pared with those who did not have such an education. 
Interestingly, despite their tasks seeming meaningful to 
them, the leaders who had a leadership education felt 
more overloaded and were more concerned about the 
health and wellbeing of patients, staff, own and own 
family’s health. This is an interesting finding, as it high-
lights the role that leadership education plays in helping 
leaders to balance task assignment/achievement with the 
wellbeing of persons. In particular, this finding opens 
a space for exploring the place of person-centred leader-
ship in times of crisis.28 At such times, task achievement 
inevitably becomes the key priority. However, the welfare 
and well-being of persons who are affected by such crises 
is of equal concern, but is often relegated to a lower level 
Journal of Healthcare Leadership 2021:13                                                                                 submit your manuscript | www.dovepress.com                                                                                                                                                                                                                       
DovePress                                                                                                                          
15

































































Powered by TCPDF (www.tcpdf.org)
                               1 / 1
of priority. Person- centred educated leaders have the 
expertise to integrate these concerns, recognizing that the 
well-being of all persons is a key strategy in effective task 
achievement and leadership effectiveness.28,35
Regarding coordination and decision-making, signifi-
cantly more leaders with formal management education 
experienced that they had the necessary management com-
petences to handle the situation compared with the leaders 
who did not have formal education. Despite evidence of 
the value of management education, some health profes-
sionals are still promoted to leadership positions on the 
basis of their clinical expertise without having the specific 
management competence.36,37 The results of our research 
is an important message to hospital leaders, to prioritize 
raising the education level of existing leaders, as well as 
setting a requirement for a higher level of educational 
preparation in the appointment of future leaders.
No significant differences were found in collaboration 
when comparing the leaders who had formal management 
education, with those who did not. However, the results 
indicate that the leaders with no formal education experi-
enced less support from their leader colleagues in the rest 
of the organization compared with the leaders who had 
formal education. The capacity to establish networks has 
been described as an important competence in manage-
ment training and education.36 In the COVID-19 situation, 
lack of support among leaders may lead to missed oppor-
tunities to coordinate and collaborate and consequently 
lead to potential inefficient use of resources, compromised 
patient safety, and lack of support among leaders.
No significant differences were found in communica-
tion when comparing the two groups. However, the results 
indicate that the leaders who had formal education were 
more likely to feel able to communicate quickly, clearly 
and transparently to colleagues and collaborators com-
pared with those who did not have management education. 
Poor communication in health care has been found to 
result in inefficient use of resources and compromised 
patient safety.38 For this reason, our survey results should 
lead to organizational considerations of being extra atten-
tive and supportive in the reconstruction phase with the 
leaders who have no formal education. These leaders may 
be extra vulnerable due to their experiences of not being 
able to communicate in a manner in which they would 
have liked to.39,40
Years of Experience as a Leader
Despite a preunderstanding that years of experience as 
a leader would lead to significant differences in all inves-
tigated key themes, the only significant difference was 
found in the question regarding perception of own man-
agerial competencies in the theme coordination and deci-
sion making.41 Here the leaders with less than two years of 
experience, not surprisingly, replied that they never or 
almost never experienced they had the necessary compe-
tencies to effectively manage the COVID-19 situation, 
compared with leaders with more than five years of experi-
ence. This highlights the need to provide extra support to 
this group of new leaders when a new health crisis 
occurs.31 One step could be securing mentors who, 
directly or via telementoring, are able and willing to pro-
vide the emotional support frontline leaders rarely 
receives, particularly in a situation like COVID-19.42
Figure 1 illustrates the main points in the discussion.
Study Limitations
The main limitations are that the data were collected from 
only one hospital and that the questionnaire could have 
been further developed and psychometrically tested. 
Further, the validation methods used experts and pilot 
participants from the same hospital as where the study 
took place which could also be a limitation. A strength 
on the other hand is that 72% responded, representing all 
invited professions.
Figure 1 Core findings presented outside-in: Context, Survey Issues, Areas of 
Attention, and in the middle Core Attention Areas for Supporting Hospital 
Leadership During a Pandemic.
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Conclusion
This study contributes to the evidence of the impact of the 
COVID-19 epidemic on hospital leaders, by highlighting 
the importance of organizations having a thorough under-
standing of the knowledge, skills and experience of leaders 
in the organization and their needs for support at times of 
crisis.
Organizations may use the results from this study to 
prioritize its leadership-support at times of crises by focusing 
on its ward managers, leaders with no formal management 
education and leaders with less than two years of experience 
as a leader, so these leaders may be able to better handle 
complex decision-making, collaborate with other leaders, and 
navigate concerns effectively in times of crisis. From 
a longer-term perspective, the findings give credence to orga-
nizational investment in management training and leadership 
mentoring to boost junior/novice manager confidence.
The COVID-19 pandemic situation is unique, but the 
experiences of the leaders in this study affirms and 
enlarges existing dynamics and resilience. Hospital leaders 
may use this knowledge to re-contextualize what is already 
known about targeted leadership support during healthcare 
crises and act accordingly.
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